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INTRODUCTION

Improving access and use of Medicaid covered services is a necessary part of a successful state-
wide tobacco cessation effort to help more smokers quit. While the national median adult smoking
prevalence has declined to 19.8%', the adult Medicaid population continues to smoke presently at a
rate nearly 60% greater (32.6%).? To help address this problem, Healthy People 2010 national health
objective calls for total health insurance coverage for evidence-based tobacco dependence treat-
ments in all 51 Medicaid programs (objective 27-86)*. Forty-two state Medicaid programs provide at
least some coverage for stop smoking medications and 27 states provide coverage for some form of
tobacco cessation counseling®.Yet, only seven state Medicaid programs offer the type of comprehen-
sive benefit know to be most effective and the use of Medicaid benefits in all states is inconsistent.?

Reducing smoking prevalence rates among Medicaid recipients can significantly reduce health care
costs for state governments and improve the health of millions of Medicaid recipients. Reducing
smoking prevalence in the Medicaid population is an important goal in most of these states and is
directly linked to increasing access and use of Medicaid benefits. Best practices for increasing access
and use are gradually being developed through a variety of Medicaid quality improvement efforts
but little has been done to identify these efforts in more specific detail.

In order to better understand how to improve access and use of Medicaid benefits and services, the
Medicaid Partnership Project gathered case studies from six states that have more comprehensive
Medicaid benefits together with successful and coordinated efforts to increase both the access and
use of these tobacco cessation benefits and services.The states are: Oregon, Minnesota, Wisconsin,
Oklahoma, Utah, and New York. Representatives from these tobacco control programs and Medicaid
programs were interviewed and additional follow-up interviews with other representatives were
conducted as needed. These case studies along with several overall findings, key recommendations
for states, and resources are included in this report.

The most important overall finding is that it is the quality and effectiveness of the partnership
between the state tobacco control and Medicaid programs determines how successfully Medicaid
recipients access and use their benefits. For this reason, the focus of this report is on these partner-
ships, how each state has approached a partnership with Medicaid within their unique circum-
stances, and what advice and recommendations they offer for those seeking to improve the quality
of partnerships in their state.

This report is organized into five sections:

Section 1: Background

Section 2: Overall Findings and Summary

Section 3: Case Studies Section

Section 4: Resources

Section 5: Acknowledgements

It is our hope that this Report will help other states to form better partnerships between state
tobacco control and Medicaid programs.And, working together, to reach more Medicaid recipients
with the treatment and services they need to successfully quit.

1 MMWR Cigarette Smoking Among Adults-United States, 2007. Available at: www.cdc.gov/mmwr/preview/mmwrhtml/mm5745a2.htm

2 Helping Smokers Quit: State Cessation Coverage (2008).A State Policy Trend Report from the American Lung Association.Available at: http://www.lungnet.
org/site files/Helping Smokers Quit State Cessation Coverage 11-13-08.pdf

3 MMWR State Medicaid Coverage for Tobacco-Dependence Treatments—United States, 2006 Available at: http://www.cdc.gov/mmwr/preview/mmwrhtml,
mm5705a2.htm




BACKGROUND

INTRODUCTION TO MEDICAID

Medicaid is the United States health program for eligible individuals and families with low incomes
and resources. Medicaid was created on July 30, 1965, through Title XIX of the Social Security Act.
It is a means-tested program that is jointly funded by the states and federal government. While
Congress and the Centers for Medicare and Medicaid Services set out the main rules under which
Medicaid operates, each state runs its own program. Under certain circumstances, any category of
applicant may be denied coverage.As a result, the eligibility rules differ significantly from state to
state, although all states must follow the same basic framework.

Although each state operates its own Medicaid system, this system must conform to federal guide-
lines, including requirements for service delivery, quality, funding, and eligibility standards, in order
for the state to receive matching funds and grants.The federal matching formula is different from
state to state, depending on each state’s poverty level. The wealthiest states only receive a federal
match of 50% while poorer states receive a larger match.

ELIGIBILITY

Among the groups of people served by Medicaid are eligible low-income parents, children, seniors,
and people with disabilities. Being poor, or even very poor, does not necessarily qualify an individual
for Medicaid.? It is estimated that approximately 60% of poor Americans are not covered by Med-
icaid.’ Even so, Medicaid is the largest source of funding for medical and health-related services for
people with limited income in the US. Further, because of the aging population, the fastest growing
aspect of Medicaid is nursing home coverage.

STATE PROGRAMS

Each state may have its own name for the program. Examples include “Medi-Cal” in California,
“MassHealth” in Massachusetts, and “TennCare” in Tennessee. States may bundle together the admin-
istration of Medicaid with other separate programs such as the State Children’s Health Insurance
Program (SCHIP), so the same organization that handles Medicaid in a state may also manage those
additional programs. Separate programs may also exist in some localities that are funded by the
states or their political subdivisions to provide health coverage for indigents and minors.

WAIVERS

State participation in Medicaid is voluntary; however, all states have participated since 1982. During
the 1990s, many states received waivers from the Federal government to create Medicaid managed
care programs. Under managed care, Medicaid recipients are enrolled in a private health plan, which
receives a fixed monthly premium from the state.The health plan is then responsible for providing
for all or most of the recipient’s healthcare needs. Managed care programs seek to enhance access
to quality care in a cost-effective manner. Waivers may provide the states with greater flexibility in
the design and implementation of their Medicaid managed care programs.Today, all but a few states
use managed care to provide coverage to a significant proportion of Medicaid enrollees. Nation-
wide, roughly 60% of enrollees are enrolled in managed care plans.® Core eligibility groups of poor
children and parents are most likely to be enrolled in managed care, while the aged and disabled
eligibility groups more often remain in traditional “fee-for-service” Medicaid.

In addition to waivers to develop managed health care programs, waivers can allow states to de-
velop innovative health care delivery or reimbursement systems and allow statewide health care re-
form experimental demonstrations to cover uninsured populations and to test new delivery systems
without increasing costs.

4 Overview:What is Not Covered. US Department of Health and Human Services.Available at : http://www.cms.hhs.gov/medicaidgeninfo.

5 Unsettling Scores A ranking of State Medicaid Programs (2007). Public Citizens Health Research Group. Available at: http: //www2.citizen.org/
hrg/medicaid/assets/reports/2007UnsettlingScores.pdf

6 Overview. US Department of Health and Human Services. Available at: www.cms.hhs.gov/medicaidmanagcare/
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RATIONALE FOR TOBACCO CONTROL AND MEDICAID PARTNERSHIPS

Each state Medicaid program is both complex and unique making it difficult to offer generalized
recommendations or advice for making changes. Rather, when changes are being considered for any
Medicaid program, they need to be uniquely designed to fit into an individual state Medicaid system.
Knowledge of the system and a patient timetable are needed to work through the complexities of
each Medicaid system in order for any change to be successful.

Medicaid programs typically lack leadership and staff with tobacco cessation expertise. Or, if there
is staff with tobacco expertise, their responsibilities may prevent them from devoting the necessary
time to program development and oversight. Without that expertise, tobacco cessation benefits,
which work best when they are designed to be as barrier-free as possible and regularly promoted,
are often designed instead with the same cost controlling and access limiting features as typical
benefits. Assumptions may be made that the demand for the benefit will be high, since smoking
rates are high, and little effort is made to let anyone know the benefit exists.These steps make sense
for benefits in a Medicaid program for which demand IS high. But, they do not help effectively in-
crease access and use of tobacco cessation benefits and services.

The solution lies in the quality of the partnership between tobacco control programs, that have
the tobacco cessation expertise, and state Medicaid programs that can facilitate the integration of a
comprehensive benefit into their complex system.

DEFINITION OF PARTNERSHIPS

1. An active role for the state tobacco control/cessation program contributing technical sup-
port and expertise in the development of Medicaid covered services (e.g. participating in task
forces, working groups, training programs).

2. An ongoing role for the state tobacco control/cessation program contributing expertise and
technical support and assisting Medicaid staff to develop shared expertise for the sustainabil-
ity of services.

3. Mutual shared capacity for and completion of data gathering and review for quality improve-
ment purposes (e.g. collaboration of evaluation teams).

4. Shared quality improvement goals that could help lead to (or sustain) services that comply
more closely with the PHS Clinical Practice Guidelines with reduced barriers to access.

5. Development of shared strategies for promotion of Medicaid services.

6. Contractual and/or funding relationships.

Definition of “ideal”, PHS compliant, reduced-barrier services:
* Coverage of all FDA approved medications.
+ Coverage of multiple options for counseling/coaching (including quitlines)
* Access to several (2-3) courses of medication per year
* Access to multi-session counseling/coaching per year

*Low or no co-pay for services

* As free of restrictions as possible including eliminating: 1) requirements for prior authorization; 2) enroliment
in programs to receive medications; 3) stepped care approach — failing on one medication before access to
another; 4) limiting duration of pharmacotherapy and counseling and; 5) prescribing only one medication at a
time (restricting use of combination medications).




OVERALL FINDINGS AND SUMMARY

ROLE OF TOBACCO CONTROL LEADERSHIP

The success of these more comprehensive Medicaid cessation benefit programs was a direct result
of proactive leadership from the tobacco control programs.All six states agreed that without this
leadership, the programs would be significantly less comprehensive and successful. Medicaid pro-
grams are responsible for administering and delivering a broad range of health services;a specific
focus on tobacco is usually beyond their capacity. Personnel and job responsibilities can also change
within the Medicaid programs. When the Medicaid tobacco champions leave or experience job
changes, there can be a lapse in attention to tobacco issues.

Rather, it is the technical expertise and resources within the tobacco control programs that can
remain constant, helping keep the program on track, addressing common barriers to benefit utiliza-
tion and helping to design solutions. Further, the tobacco control programs may provide the pri-
mary leadership for gathering and interpreting outcome data and for helping to facilitate improve-
ments.They all acknowledged that future and ongoing efforts from tobacco control programs, the
need to “tend and maintain” partnerships, was necessary for the continued development of these
Medicaid cessation benefit programs and for their ongoing success.

PARTNERSHIP DEVELOPMENT

Among the six states, Medicaid partnerships followed two types of development. In the states in
which the tobacco control and Medicaid programs were essentially located in the same department
of state government, a close partnership existed from the beginning, usually relying on preexisting
working relationships and/or directives from the agency heads.These partnerships fostered collabo-
ration, mutual goal setting, shared resources, and shared outcomes. In the states in which the tobac-
co control efforts were more separate from the Medicaid programs, the tobacco control programs
tended to take the initiative for coordinating activities to improve outreach to Medicaid providers
and recipients, designed systems to increase use of the benefit, and took the lead in developing
Medicaid partnerships. Both models were successful but illustrate different pathways to developing
partnerships.

An additional factor in partnership development is the political circumstances in each state.As
the state political administrations change, Medicaid administration can change and priorities can
change. Budget crises often affect Medicaid, and tobacco control, programs often forcing the need
to reprioritize. Sustaining partnerships through political, administrative, and budget changes can
be challenging.

QUALITY IMPROVEMENT

The quality improvement process was dependent on the way tobacco control programs provided
leadership and was shaped by the nature of the partnership. In the states with close partnerships,
the working relationships themselves were often a significant source of quality improvement.The
formal and informal working relationships provide multiple opportunities for sharing information
and resources and helped to shape mutual decisions to undertake innovations and improvements in
the program. In the states where the programs were more separate, process and outcome data was
more often used to measure progress and reset goals. In all cases, as the tobacco control program
became more expert in the complexities of the Medicaid system, they were able to provide increas-
ing levels of the technical assistance and partnership necessary for effective quality improvement.

An important aspect of quality improvement that was reported in the case studies was the role of
regular meetings and communication. Each state has a meeting schedule with the Medicaid pro-
grams. In some states (e.g.: Utah, New York) the tobacco control program has regular meetings of



their tobacco cessation staff that Medicaid representatives attend.These reporting and problem solv-
ing meetings help share information between programs and identify quality improvement steps. In
other states, tobacco control staff attend regular Medicaid meetings (Oregon, Oklahoma, Wisconsin),
report on tobacco outcomes, and discuss quality improvement. In Minnesota, this discussion is part
of the regular Quitline Collaborative meetings.

QUITLINE DATA

All the states use their quitline data, broken down by insurance coverage, to illustrate the reach of
tobacco control sponsored services and to make decisions about promotion and management. In
Oregon and Utah, Medicaid reimburses for counseling and pharmacotherapy services through the
quitline (and/or through participating health plans), so quitline data is an important measure of utili-
zation. In Minnesota, most health plans provide quitline services to all members, including Medicaid
recipients, so quitline data illustrates the reach of their plan covered services. In New York, Medicaid
recipients can receive nicotine replacement therapy as a covered benefit through their health plan
or they can receive it directly from the quitline.The quitline is heavily promoted making the quit-
line data in New York an important indicator of utilization. In Wisconsin and Oklahoma, the quitline
is heavily promoted throughout the state together with promotion of the pharmacotherapy benefits
available through Medicaid.Again, number of calls to the quitline is used as an indicator of reach
into the whole population, including the Medicaid population.

PARTNERSHIPS TO OVERCOME BARRIERS TO UTILIZATION

Several common barriers to utilization were described; lack of awareness about the existence of the
benefit, lack of clarity about the specifics of the benefit coverage, and lack of attention to outcomes.
The partnerships between the Medicaid and tobacco control programs helped design solutions.
For example, to address lack of awareness of the existence of the benefit among health care provid-
ers and Medicaid recipients, promotion efforts designed by the tobacco control programs included
benefit information mailed with Medicaid eligibility cards (Oregon, Oklahoma, Utah) and benefit
information disseminated via academic detailing (New York, Wisconsin). To address the lack of clar-
ity about the details, tobacco control programs (New York, Wisconsin, Utah) developed fact sheets,
hotlines, and other tools to accurately communicate these details and devised outreach strategies

to make them available.To address the lack of attention to outcomes, tobacco control programs
helped gather, analyze, and review program utilization data (Oregon, Oklahoma, Utah) subsequently
prompting Medicaid programs to make changes in the quality of how they administer their benefits.

In most of these examples, improvements came as a result of better coordination of existing re-
sources between tobacco control programs and Medicaid programs and the ability of the tobacco
control programs to both devise and recommend innovations. In all cases, leadership and support
from tobacco control programs was essential.

MEDICAID “BENEFIT” VS. MEDICAID “PROGRAM”

All states described a benefit implementation process that requires an active, ongoing, and coor-
dinated communication and education program. Unlike other benefits that are activated when
patients seek help for illnesses, the tobacco cessation benefit requires a more proactive and coor-
dinated approach to be effective. In this way, the “benefit” may be better understood as a “program
service,” requiring more active planning, coordination, and evaluation.This distinction is especially
important for improving utilization, since ongoing promotion and quality improvement is necessary
to increase use of services.

MEDICAID AS PART OF A LARGER STATE NETWORK OF PUBLIC SERVICES

Medicaid programs are usually situated within a network of public state services. Improving ben-
efits provided through Medicaid programs has the direct effect of improving services to Medicaid



recipients and an indirect “ripple” effect by influencing other public services provided through
other state agencies. For example, benefits developed for the Oklahoma Medicaid program were
subsequently extended to recipients of their low-income and small business insurance plan and in-
fluenced negotiations about benefits for state employees. In Oregon, where Medicaid benefits have
been established for a decade, a collaboration is underway to merge systems between the Medicaid
program and mental health program to permit mental health treatment specialists to be reimbursed
for tobacco dependence treatment under the Medicaid rules, thus extended improved services for
mental health consumers. Because of these relationships, the effort to develop partnerships be-
tween tobacco control and Medicaid programs can have a broader impact in a state, especially for
people dependent on public services.

SUMMARY
FOR TOBACCO CONTROL PROGRAMS

1. Be proactive. Proactive leadership is needed for developing better partnerships and to help
with development, implementation and quality improvement of Medicaid benefits. The case
studies show that an ongoing focus and technical support from tobacco control programs is
needed for Medicaid programs to succeed. Working relationships between high level program
managers and administrators are needed along with opportunities to provide information and
resources to Medicaid programs.The case studies in this Report can help with developing
partnership strategies.

2. Be knowledgeable about Medicaid. Medicaid programs rely on tobacco control programs for
technical information and support about tobacco cessation and for help integrating tobacco
cessation services into Medicaid programs.To be more effective, tobacco control programs need
to be familiar enough with Medicaid programs to “speak the same language.” It will help to learn:

a. The basic outline of the federal/state Medicaid requirements.
b. The number of people enrolled in Medicaid in your state.
c. The mix of managed care and fee-for-service providers in your state.

€. A basic understanding of how managed health care works and about managed care
quality improvement.

f. The cessation benefits and services currently provided through Medicaid and how they
are reimbursed.

g. The meeting structure within Medicaid and where you can become involved.
h. How Medicaid quality improvement is handled.
i. The current political environment for the Medicaid program—where the priorities are.

j. What the needs are in your Medicaid program and which best practices from other states
can help.

3.Approach changes in incremental steps. Every change to the Medicaid system is difficult and
time consuming. Changes may have to be approved by multiple groups and, if there are budget
implications, by the state legislature. Learn the process for making changes, help prioritize, and
help support implementation. Be patient. Medicaid partnerships can be disrupted by changes in
personnel, political changes in the administration, and changes in priorities.

4.Explore quitline/Medicaid partnerships. Quitlines are a primary source of tobacco cessation
services in any state. Explore how quitline services and quitline data can be used to strengthen



Medicaid programs. Use some of the models in these case studies to help improve sharing of
data and, when possible, costs.

5.Remain committed.The overall success of Medicaid and tobacco control partnerships relies
on an ongoing working relationship.The partnership with Medicaid needs to be part of your
tobacco control strategic plan with dedicated FTE and resources to help sustain the program.



CASE STUDIES

MINNESOTA
“CALL IT QUITS” HELPLINE HEALTH PLAN COLLABORATIVE

GETTING STARTED

Minnesota was one of the 17 states that participated in the American Stop Smoking Intervention
Study for Cancer Prevention (ASSIST) from 1991-1999.” The Medicaid pharmacy benefit was first
approved during this time in 1996. In 1998, the state of Minnesota and Blue Cross and Blue Shield
of Minnesota successfully settled their lawsuit against the tobacco industry and a non-profit orga-
nization (now ClearWay Minnesota*™#) was formed to administer the portion of the settlement
allocated for tobacco programs. Included in the ClearWay Minnesota mission is to provide cessation
services to Minnesotans, especially those not covered by services through Minnesota’s managed
health care plans. In 2001, ClearWay Minnesota launched the Minnesota Tobacco Helpline, which
has now grown into QUITPLAN® Services. QUITPLAN Services include the Helpline, face-to-face
counseling in health care settings, an interactive website’, community tailored programs, and work-
place programs.

The QUITPLAN® Helpline is part of a coordinated effort in Minnesota to provide helpline services
for all Minnesotans, including Medicaid recipients. Each health plan provides cessation benefits and
sponsors proprietary tobacco helpline services for its members. The QUITPLAN Helpline provides
public services primarily for the uninsured and helps direct insured callers to their respective help-
lines.The health plans and ClearWay Minnesota, work together in a health plan collaborative known
as “Call it Quits”, to coordinate this network of helplines.

MEDICAID SERVICES

Most of the Medicaid population in Minnesota (75%) is covered by one of the health plans.As a
result, all of these Medicaid recipients have benefit coverage for the full range of cessation medica-
tions and benefits for the plan including group, individual, and quitline counseling services. Medic-
aid recipients covered through fee-for-service are also covered for the full range of medications and
can receive individual counseling, but are not yet covered for Helpline services.

To help fill the gap, ClearWay Minnesota and the Medicaid program collaborate to provide some of
the counseling and medication benefits. The QUITPLAN Helpline vendor is associated with a health
plan that has a licensed Medicaid pharmacy. When fee-for-service Medicaid recipients call the QUIT
PLAN Helpline for services they can also receive over-the-counter nicotine replacement therapy
(NRT) by mail. The pharmacy then invoices the Medicaid program for the NRT they distribute to the
fee-for-service recipients who call.

All Minnesotans, including Medicaid recipients, can also access counseling services through Clear-
Way Minnesota funded QUITPLAN® Cessation Centers. Counseling sessions offered in the QUIT
PLAN Centers qualify under the Medicaid rules for billing and reimbursement.There are seven
QUITPLAN Centers with 25 sites across the state, making it possible for many Minnesotans to
receive high quality, evidence based treatment in their local communities.

QUALITY IMPROVEMENT

The Call it Quits health plan collaborative collects data on the use of Helpline services in their re-
spective plans and the QUITPLAN Helpline. Quarterly meetings help share and coordinate informa-
tion and reports on the reach of the helplines are compiled annually.

7 The American Stop Smoking Intervention Study for Cancer Prevention (NCI Tobacco Control Monograph No. 17, Evaluating Assist: http://cancercontrol.can-
cer.gov/TCRB/monographs/17/m17 complete.pdf was a six year effort to reduce the smoking rate in 17 U.S. states. ASSIST was funded with approximately
$114 million from the early to mid 1990’s by the American Cancer Society and the National Cancer Institute. The goal of the project was to alter the social,
cultural, environmental, and economic factors that promote smoking through four policy strategies: promoting smoke-free environments, countering tobacco
advertising and promotion, limiting youth’s access to tobacco products; and raising excise taxes to increase the price of tobacco products.

8 http://www.clearwaymn.org/

9 www.quitplan.com
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ClearWay Minnesota collects and monitors data on pharmacy claims for Medicaid helpline clients
and on NRT fulfillment through GlaxoSmithKline, the producer of branded nicotine patches, gum
and lozenges, for other QUITPLAN Helpline, Center, and worksite clients.

OUTCOMES

Minnesota has designed its tobacco cessation efforts to provide benefits for all Minnesotans rather
than targeting only selected populations. By creating a system that includes many partners and is
capable of reaching nearly every smoker, the impact of the program across the entire population
offers the best perspective, including the Medicaid population.

Data from the most recent Minnesota Adult Tobacco Survey'® show substantial improvements from
2003 through 2007:

In 2007, more than half of adult Minnesotans who smoked in the past year made a quit
attempt.

Nearly 15% of Minnesota smokers used behavioral counseling to quit in 2007 compared to
3.6% in 2003.

* 9.8% used one-on-one counseling from a doctor
¢ 4.4% used a quit smoking clinic or class

+ 2.8% used online or web-based counseling

s 2.2% used a helpline

* 1.5% used other services

Among smokers who tried to quit in 2007, 45.5% used stop smoking medications compared
to 30.9% in 2003. Use of NRT increased from 26% in 2003 to 38.7% in 2007.

Benefit coverage increased between 2003 and 2007.Among smokers who tried to quit in
2007,57% received some financial assistance for the cost of medications compared to 46%
in 2003.

Among smokers who saw a health care provider in 2007, 86.5% were asked about their
smoking compared to 72.9% in 2003.

Overall smoking prevalence has declined from 22.1% in 1999 to 19.1% in 2003 to 17%
in 2007.

LESSONS LEARNED

Partnerships between the Minnesota Department of Health Tobacco Control Program,
Clear Way Minnesota, and the health plans (including Medicaid) have created a comprehen-
sive statewide system capable of delivering cessation services in multiple formats to all
Minnesotans who smoke.

The comprehensive nature of the programs has increased both access to more services and
utilization of more services.

Ongoing sharing of information and coordination is necessary to sustain the collaborative.

CONTRIBUTORS

Ann Wendling, MD, MPH
Director of Intervention Programs
ClearWay Minnesota

10 www.mnadulttobaccosurvey.org



NEW YORK
TOBACCO CONTROL PROGRAM AND MEDICAID PARTNERSHIP PROJECT

PARTNERSHIP DEVELOPMENT

The New York Tobacco Control Program (NYTCP)!' and the New York Medicaid'? program are

both housed in the New York State Department of Health (NYSDOH)."? The NYSDOH began an
organized effort to address tobacco use with funding from the National Cancer Institute (NCI) for
the American Stop Smoking Intervention Study (ASSIST) in 1991.!4 A series of state level laws were
passed between 1991 and 1998 restricting youth access to tobacco and increasing taxes on tobacco
products resulting in an overall increase in price for tobacco users. In 1999, the NYSDOH initiated
Medicaid coverage for prescription smoking cessation medications, which was later expanded to
include over-the-counter cessation medications in 2000.

The NYTCP was established in 2000 with the Health Care Reform Act. The NYTCP is supported
with funds from the Tobacco Master Settlement Agreement (MSA), State of New York excise taxes on
tobacco, and other state funds.

Promoting cessation from tobacco use is one of the goals of the NYTCP comprehensive tobacco
control strategic plan and has the following objectives:

1. To increase the number of health care provider organizations that have a system in place to
screen all patients for tobacco use, provide brief advice to quit at every patient visit, and pro-
vide assistance to quit successfully.

2. To increase the percent of smokers who have quit successfully in the past 12 months. A “suc-
cessful quit” is defined as quit now (smokefree for the past seven days) at six months after the
quit date.

3. To increase the number of Medicaid recipients who access pharmacotherapy for smoking ces-
sation through Medicaid.

4. To increase the percent of smokers with health insurance who report that their health plan
provides coverage for tobacco dependence treatment.

5. To increase the percent of smokers who have heard of and who have called the New York
State Smokers’ Quitline.

Five program activities are designed to promote cessation:

1. Support and technical assistance to health care organizations and providers to deliver guide-
line concordant care for treatment of tobacco use and dependence;and train providers to
assess tobacco use status, offer brief cessation advice to tobacco users, and provide assistance
to quit successfully.

2. Community education efforts to increase demand for and coverage of treatment for tobacco
dependence directed at businesses, employers, employees, health insurance providers, and
health care providers.

3. Paid and earned media campaigns to: a) motivate smokers to stop smoking, b) educate smok-
ers about the health risks of smoking and the benefits of quitting, c) educate health care pro-
viders about the importance of treating tobacco use and dependence, and d) increase com-
munity awareness of the New York State Smokers’ Quit Line services available to help smokers
stop smoking.

11 http [/ WWW. health state. ny us[prcvennon[tobacco control/

13 http: Z[WWW health state.ny. us[

14 The American Stop Smoking Intervention Study for Cancer Prevention was a six year effort to reduce the smoking rate in 17 U.S. states. ASSIST was
funded with approximately $114 million from the early to mid 1990’s by the American Cancer Society and the National Cancer Institute.The goal of the
project was to alter the social, cultural, environmental, and economic factors that promote smoking through four policy strategies: promoting smoke-free
environments,countering tobacco advertising and promotion, limiting youth’s access to tobacco products; and raising excise taxes to increase the price of
tobacco products.
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4. Paid coverage for over-the-counter and prescription pharmacotherapy and behavioral counsel-
ing for tobacco use cessation for Medicaid recipients.

5. Provision of reactive and proactive telephone counseling, nicotine replacement therapy
(NRT), information, services, and referrals by the New York State Smokers’ Quitline to assist
smokers and other tobacco users in quitting successfully.

ADDING MEDICAID SERVICES

In 2008, the Medicaid office contacted the NYTCP for recommendations for a new cessation coun-
seling benefit for pregnant women.This collaboration resulted in a benefit that covers six coun-
seling sessions per year by Medicaid eligible providers and is modeled after the federal Medicare
benefit.!>

The NYTCP added an activity into the workplans of the 19 Tobacco Cessation Centers to increase
utilization of the new cessation counseling benefit for pregnant women. In doing so, the NYTCP
helped create additional opportunities for partnership and enhanced relationship between the
Medicaid program and the NYTCP.

As a next step for their partnership, discussions have been initiated regarding the possibility of
expanding counseling benefits to pregnant smokers postpartum who relapse and reimbursing ces-
sation counseling for youth and young adults aged 10 to 19 years old. NYTCP is currently drafting
recommendations to provide the counseling benefit for all Medicaid recipients

THE ROLE OF TOBACCO CONTROL: IMPLEMENTATION

To implement the comprehensive plan, the NYTCP added an objective to build and maintain an
effective tobacco control infrastructure. Included in the infrastructure are the nineteen Cessation
Centers throughout New York state and the state supported Quitline.

Cessation Centers.The 19 Cessation Centers work with health-care organizations and providers to
implement systems to screen patients for tobacco use and prompt providers to offer advice and
assistance to quit. The Cessation Centers also serve as conduits for information and feedback about
tobacco cessation coverage, including Medicaid benefits, for health care organizations and provid-
ers.As a two-way conduit of information, the Cessation Centers can help clarify the terms of Medic-
aid coverage for the different health plans and help with problem solving in specific cases.To help
facilitate information exchange, the Medicaid office provided a direct phone number to answer
benefit coverage questions at each cessation center.

As part of their annual work plan, the Cessation Centers have specific goals to increase utilization of
Medicaid benefits, including the new benefit for pregnant women.These goals help focus outreach
efforts and seek to increase the use of both the Medicaid pharmacotherapy benefit and counseling
benefit

New York State Smokers’ Quitline.The Quitline provides free nicotine patches, gum or lozenges for
eligible NYS smokers.Trained quitline specialists offer coaching and encouragement for quit at-
tempts, information about local stop smoking programs and informational taped messages to people
who call or go online.

The basic quitline service for all residents of New York includes 2 weeks of NRT and 2 or 3
proactive coaching calls all at no cost. For Medicaid recipients and those who are uninsured, the
Quitline provides enhanced services that include 4 additional weeks of NRT and up to 3 additional
coaching calls.

15 The 2008 Medicare Physician Fee Database (MPFSDB) includes two CPT codes for Smoking and Tobacco Use Cessation Counseling. CPT Code 994006:
Smoking and tobacco-use cessation counseling visit; intermediate, greater than 3 minutes up to 10 minutes. CPT code 99407: Smoking and tobacco-

use cessation counseling visit; intensive, greater than 10 minutes. CMS’ Smoking and Tobacco Use Cessation Counseling Billing Code Update available at:
http://www.cms.hhs.gov/Transmittals/downloads/R1433CP.pdf
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Access to over-the-counter NRT is also covered via the Medicaid pharmacy benefit. Medicaid re-
cipients are required to have a fiscal order (prescription) for these products to be covered. Because
NRT can be accessed through the quitline without a fiscal order, Medicaid recipients often take
advantage of the quitline-sponsored NRT rather than get a fiscal order to be filled under the Med-
caid pharmacy benefit.The NYTCP is in discussions with the Medicaid program about how to help
Medicaid recipients access their pharmacy benefit more readily.

The full pharmacy benefit, counseling benefit for pregnant women and the Quitline are promoted
through the Cessation Centers.The Quitline is also widely promoted through media advertising. By
overlapping benefits available through the Medicaid program with those available through the Quit-
line, Medicaid recipients have multiple opportunities to access comprehensive services.

EVALUATION, QUALITY IMPROVEMENT AND OUTCOMES

The NYTCP has a goal of increasing utilization of the Medicaid pharmacy benefit and the preg-
nancy counseling benefit. The Cessation Centers contracted work plans include a specific quality
improvement goal to increase utilization from one year to the next.The goals are based on a percent
increase from the previous years’ utilization, monitored through the Medicaid pharmacy and en-
counter claims data.The New York Medicaid program uses the same pharmacy plan for both fee-
for-service and managed care covered recipients. Data on pharmacy utilization are reported from
the Medicaid data warehouse annually. Data are broken down by county, forwarded to the Epide-
miology Department and then provided to the Tobacco Control Program for review and planning
for the Cessation Centers.As new goals are set, the Cessation Centers are responsible for providing
outreach and technical support to the health care community in their respective counties.This
includes providing information about the available benefit, responding to questions, and promoting
use of the benefit. When Cessation Center staff members encounter questions that they cannot an-
swer or if they need additional information for their academic detailing, they contact the Medicaid
Office directly.

At the end of each contract year, all 19 Cessation Centers provide an end-of-the-year report in-
cluding data on the past year’s performance on key outcomes.The percent of actual increase in
Medicaid utilization at the end of the contract year is compared to the planned level of utilization
projected at the beginning of that year. Generally, the Cessation Centers have increased overall
utilization within their catchment areas by approximately 5% for each of the last two years. Since
the reimbursement for counseling pregnant women as a specific benefit was just implemented, the
Cessation Centers will begin reporting utilization data for this benefit as well.

Within Medicaid, the Healthcare Effectiveness Data and Information Set (HEDIS)'® “Medical Assis-
tance with Smoking Cessation (Ask, Advise, Assist)” measures are monitored biannually in the man-
aged health plans using the Consumer Assessment of Healthcare Providers and Systems (CAHPS)!”
surveys. Health plans that are below the state average on these (and other) HEDIS measures, are
required to submit a quality improvement plan for increasing these scores.Technical support

from the Medicaid office is provided, if needed, and progress on these quality improvement plans
is monitored.

Overall, smoking prevalence in the Medicaid population has declined 19% from 2003 to 2006 (from
38.6% to 31.2%), similar to the 17% decline among the commercially insured population (from
17.7% to 14.7%).'8

16 http://www.ncqa.org
17 http://www.cahps.ahrq.gov

18 http://www.health.state.ny.us/prevention/tobacco_control/docs/smoking cessation _report 2006.pdf
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LESSONS LEARNED

» The underutilization of Medicaid benefits is partly the result of both patients and providers not
knowing what is covered and how to access benefits.The academic detailing done through the
Cessation Centers provides a direct conduit of accurate information to Medicaid providers.

+ Using pharmacy claims data to set goals for increasing Medicaid benefit utilization in the work-
plans of the Cessation Centers provides the feedback necessary to develop targeted strategies
that help increase utilization from year to year.

« As the Tobacco Control program continues to develop, there are increasing opportunities in
its communication and meeting structure to involve more stakeholders and continue to build
stronger partnerships to reach mutually beneficial goals, including with the Medicaid program.

CONTRIBUTORS:

Annie Beigel, BS, MFA

Manager of Cessation Programs

New York State Department of Health,
Tobacco Control Program

Jeffrey Willett, PhD

Director

New York State Department of Health,
Tobacco Control Program

Donna Haskin, Director

Program and Quality Initiatives Unit
New York State Department of Health
Office of Health Insurance Programs
Division of Financial Planning and Policy

Joyce A Novak, RN, MS

Consultant Nurse

Office of Health Insurance Programs

Division Of Quality and Evaluation

Bureau of Quality Measurement and Improvement
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OKLAHOMA
TOBACCO CONTROL AND MEDICAID “SOONERCARE” PARTNERSHIP

PARTNERSHIP DEVELOPMENT

Tobacco control in Oklahoma is jointly supported by the Tobacco Use Prevention (TUPS)" in the
Oklahoma State Department of Health (OSDH) and the Oklahoma Tobacco Settlement Endowment
Trust (TSET),* founded in 2000. These two agencies work closely in designing, funding and imple-
menting tobacco control programs and sharing information and resources.

The partnership between the TUPS, TSET and the Oklahoma Health Care Authority (OHCA),?! the
state agency that administers the Medicaid (SoonerCare) program, began with regular meetings to
identify opportunities for collaboration. Eventually the OSDH established a Federal Fund Develop-
ment office that enabled staff to identify and prioritize needs within the public health agency and
report to the OHCA. Multiple successful projects were collaboratively designed to increase access
to care.

EARLY DISCUSSIONS

In 1999, TUPS established a comprehensive tobacco control program in Tulsa County, through the
Tulsa City-County Health Department. One of the major emphases of the Tulsa program was to work
with insurers to promote including tobacco dependence treatment as part of their core benefit
package. Through this initiative, the Tulsa Cessation Systems Coordinator and the TUPS Cessation
Systems Coordinator met with the Medicaid Medical Director several times to discuss implementing
the benefit within Medicaid Managed Care.Through the Medical Director’s efforts, several presenta-
tions were made to the medical directors of the health plans that served the Medicaid population.
Although a great deal of interest was generated, most health plans indicated that they would have to
first convince their health plan administrators. No breakthroughs occurred at that time.

In 2001, state agency heads from the OSDH, OHCA, and the Oklahoma Department of Mental Health
and Substance Abuse Services forged productive working relationships under the Health Cabinet
Secretary’s leadership.This established a positive environment for TSET as the newest member of
the Health Cabinet.The establishment of TSET, and its financial resources, created heightened inter-
est among agency heads.The Executive Director was eager to build on existing relationships to help
reach mutual goals.Then, as the tobacco control program grew, the OHCA medical director began
advocating for an initiative within Medicaid to address tobacco use.

STRATEGIC PLAN AS CATALYST

These early discussions and working relationships synergistically converged at a strategic planning
meeting in 2002. Thirty stakeholders attended, facilitated by a tobacco cessation expert from the
Office on Smoking and Health at the Centers for Disease Control and Prevention.The Medicaid
Medical Director participated in that meeting and subsequently made a commitment to pursue

a tobacco cessation benefit. Through a series of monthly meetings between representatives from
the Health Care Authority and the Health Department, a benefit initially for pregnant women was
designed and approved by the Medical Advisory Board in 1999.1In 2003, the benefit was expanded
to all Medicaid recipients.

The partnerships developed to establish the SoonerCare cessation benefit expanded to impact
health care benefits provided through Insure Oklahoma* and those under consideration by the
Oklahoma State and Education Employees Group Insurance Board (OSEEGIB).

19 http://www.health.state.ok.us/program/tobac/
20_http://www.ok.gov/tset/

21 _http://www.ohca.state.ok.us/

22 In April 2004, Senate Bill 1546 authorized the Oklahoma Health Care Authority to develop a program assisting adults, 19 to 64 years of age, who do not
exceed 185% of the federal poverty level, with either (1) a portion of their private health plan premiums, or (2) the purchase of a state sponsored health plan
operated under the state Medicaid program.The Insure Oklahoma (Oklahoma Employer/Employee Partnership for Insurance Coverage-OEPIC) Individual
Plan program is designed to provide Oklahoma individuals with health insurance for themselves and their spouse if needed. It is available to Oklahomans
who are not qualified for an O-EPIC employer-sponsored health plan and work for an Oklahoma small business with 50 or fewer full time employees; tempo-
rarily unemployed adults who are eligible to receive unemployment benefits through the Oklahoman Employment Security Commission; or working adults
with a disability who work for any size employer and have a “ticket to work http://www.insureoklahoma.org
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MEDICAID SERVICES

The SoonerCare program is organized as a state-funded, fee-for-service program that contracts with
primary care providers (PCP) and case managers to deliver services across the state. It is adminis-
tered by the OHCA and offers varying health benefit packages.

As a first step, OCHA began covering all prescription and over-the-counter cessation products
without prior authorization for the first 90 days.After 90 days of use within a 365-day period, prior
authorization is required for additional 90 days coverage.

An important component of the Oklahoma Medicaid benefit is that cessation products do not count
against either the 6 prescriptions per month limit or the 3 branded drugs per month limit. Therefore
tobacco users do not have to choose between their cholesterol lowering medication and cessation
products.

Within two years, Oklahoma Medicaid extended the smoking cessation program to include reim-
bursement for health care professionals. Current SoonerCare reimbursement rates are as follows:

+ Smoking/Tobacco Cessation Counseling Sessions 3-10 minutes = $12.89
¢+ Smoking/Tobacco Cessation Counseling Sessions over 10 minutes = $25.39

Each quit attempt may include up to four counseling sessions with a maximum of eight sessions

in a twelve-month period.The Medicaid provider must implement the 5 A’s as outlined in the PHS
Clinical Practice Guideline to be eligible for reimbursement and document in the patient’s medical
record. Counseling visits can be billed by Medicaid eligible providers, excluding providers of behav-
ioral health services.

All callers to the Oklahoma Tobacco Helpline are eligible to receive two week “starter” kits of free
nicotine patches or gum if they enroll in the multiple call program. Callers are asked about their
health insurance coverage and are educated about the associated cessation benefits. Therefore call-
ers enrolled in Medicaid are encouraged to take advantage of the robust benefit offering in Oklaho-
ma. Uninsured callers are eligible to receive up to eight weeks of free NRT if they remain enrolled
in the multiple call program.

ROLE OF TOBACCO CONTROL

The working relationships among representatives from the Oklahoma State Department of Health,
the Oklahoma Health Care Authority and the Oklahoma Tobacco Settlement Endowment Trust sig-
nificantly facilitates any collaboration undertaken in the state. Each of these agencies readily shares
expertise on a formal and informal basis. The TUPS and TSET teamed together to supply most of the
initial expertise in the benefit development.Together, they assembled the necessary information
on cessation and presented at meetings with the Oklahoma Health Care Authority as they worked
through their decision making process. Eventually the Oklahoma State Department of Health pre-
sented a written proposal outlining the desired benefit package.

This teamwork continued through the expansion of the SoonerCare program and is ongoing
through the quality improvement process.The tobacco control team assumes responsibility for
sustaining the tobacco benefit within the Medicaid program, considering it “their job” to do the
necessary legwork to make it easier for the Health Care Authority to act and also to keep tobacco a
priority. Likewise, representatives from the Health Care Authority rely on the tobacco team to pro-
vide expertise, especially when new questions and issues arise.

BENEFIT IMPLEMENTATION

TSET and the OSDH jointly sponsor the Oklahoma Tobacco Helpline, launched in 2003. A color-
ful, hopeful flyer based on a similar flyer developed by the Oregon State Department of Health was
mailed by the Health Care Authority to 150,000 beneficiaries in 2006 and 2007.The flyer announced
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the benefit, encouraged talking to providers, and calling the Helpline for coaching.?* The flyer
prompted 2000 additional calls in 2006 and 1000 additional calls in 2007, raising the proportion of
Medicaid-covered callers to the Helpline from 10% to 20%.

In 2008, the TSET worked with the Health Care Authority to design the provider reimbursement
benefit. When the benefit was in place, the Health Care Authority sent a letter to providers announc-
ing the new benefit and providing information on coverage and billing.

The TSET also has 27 grantees in their Communities of Excellence program.** Coordinators in
these communities are responsible for the development of local comprehensive tobacco control
programs. Part of each work plan is reaching local health care provides and promoting calls to the
Helpline, including Medicaid recipients.

A collaborative CME project to promote the benefit and engage more health care providers, co-spon-
sored by TUPS and the Health Care Authority, was implemented in spring 2009.The project offered
CME grand rounds in six communities featuring presentations from local doctors and pharmacists.
Content included current information on tobacco cessation and how to access, code and bill for the
Medicaid benefit. Participants were also educated about all Helpline services. Clinic office managers
were also invited, to help improve their knowledge about billing codes and procedures.

EVALUATION AND QUALITY IMPROVEMENT

The tobacco team and the Health Care Authority collaborate on the benefit evaluation and quality
improvement.The Health Care Authority reviews all medications with a prior authorization, including
the smoking cessation medications, and reports annually to the Medicaid Utilization Review Board.

From July 2003 through June 2004, 732 clients received smoking cessation products through
the Medicaid fee-for-service program.Varenicline (Chantix ™) was still in development and is not
included below.

Product (unit) # of Total Units/ Total Cost Total
Claims Days Day Clients
Zyban (ea) 209 12,686 6,783 1.87 $24,129.78 165 $3.56
Spray (ml) 28 1,325 591 2.24 $4,900.24 15 $8.29
Inhalers (cart) 271 27,734 4,571 6.07 $23,073.65 162 $5.05
Patches (ea) 749 16,774 16,846 1.00 $64,307.65 540 $3.82
Gum (ea) 15 2,340 267 8.76 $924.87 12 $3.46
Lozenges (ea) 25 2,532 281 9.01 $1,282.96 9 $4.56
Total 1,297 63,391 29,339 2.16 $118,619.15 732* $4.04
Total Cost FY ‘04 $118,619.15
Total Cost FY ‘03 $18,142.80
Total Claims FY ‘04 1,297
Total Claims FY ‘03 187
Total Clients FY ‘04 732
Total Clients FY ‘03 129
Per Diem FY ‘04 $4.04
Per Diem FY ‘03 $3.80

*Oklahoma Health Care Authority FY 2004 , unduplicated numbers

24 Grantees have completed a rigorous strategic planning process and received grants to implement comprehensive tobacco control programs to reduce

tobacco use throughout their communities. (http: /www.ok.gov/tset/Programs/Tobacco Use Prevention and Cessation/index.html).
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As a result of this review, the Drug Utilization Review Board was reassured that the benefit was not
being overused and that an increase in use was desirable. In 2004, the preauthorization requirement
was changed permitting access for the first 90 days without prior authorization.

A review of 2007 demonstrates the growth in the program, including the use of varenicline.

Product (unit) # of Claim Members Total Cost
Zyban (ea) 240 179 $16,571
Spray (ml) 9 5 $1,552
Inhalers (cart) 343 234 $49,459
Patches (ea) 4,372 3,207 $361,992
Gum (ea) 302 208 $18,674
Lozenges (ea) 174 114 $9,869
Total 5,440 3,156* $458,118
Varenicline (Starter Pack) 4,884 4,374 $483,451
Varenicline (1mg tab) 2,791 1,995 $273,997
Total 7,675 4,750* $757,428

*Oklahoma Health Care Authority FY 2007, unduplicated numbers

Even with these improvements, utilization of the counseling benefit by health care providers lags
behind. Discussions are underway about how to increase use of the counseling benefit. The CME
project is one strategy. Also, the Health Care Authority is considering adding academic detailing in
an effort to reach and educate each Medicaid provider.

The Tobacco Settlement Endowment Trust funds an independent evaluator from the University

of Oklahoma College of Public Health, who directs the Oklahoma Tobacco Research Center.The
independent evaluator helps analyze results from the Helpline, from the Behavioral Risk Factor
Surveillance Survey (BRFSS), and from other programs, producing reliable and unbiased reports.
These reports are shared among the tobacco team and the Health Care Authority. These data reports
and the extensive network of collaborative relationships are used to help reduce barriers to tobacco
cessation services and improve program success.

LESSONS LEARNED

 Medicaid programs need the support and expertise of tobacco control experts to help guide
benefit development and quality improvement.

« Experts from outside the state can be instrumental in helping educate officials of the necessity
to act on tobacco treatment and to provide information about how to proceed.

+ Strong partnerships between agencies help move the tobacco control agenda along. Without
such relationships there may be insufficient energy, interest and resources to sustain a necessary
focus on tobacco control and treatment issues. Building these relationships takes time, but the
investment can lead to a growing momentum for change.

« Establishing a comprehensive tobacco cessation benefit is not sufficient. Staff must also invest
time and effort into promoting the benefit to both Medicaid recipients and providers.
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OREGON
TOBACCO PREVENTION AND EDUCATION PROGRAM AND
MEDICAID (OREGON HEALTH PLAN) PARTNERSHIP

PARTNERSHIP DEVELOPMENT

The Oregon Tobacco Prevention and Education Program (TPEP),? located in the Health Promotion
and Chronic Disease Prevention Program of
the Public Health Division of Department of
Human Services (DHS),?° was first funded in The Oregon Health Plan

1996 with state tobacco tax revenue. Prior The Division of Medical Assistance Programs

. . (DMAP) is the Division within the state Department of
Lo TPEP funding, the Health Promotion and Human Services (DHS) responsible for administering

Chronic Disease Prevention Program received the Oregon Health Plan (OHP). The OHP provides
CDC capacity building funding for a statewide health services for Oregon Medicaid and other low
tobacco control program and the American income Oregonians. The OHP was part of the 1989
Heart Association received Robert Wood John- Oregon health care reform initiative intended to make

son Smokeless States funding to establish the O T MR e il
rationing benefits. The law passed in Oregon was not

Tobacco-l?ree Coalition of Oregon (TOFCO). initially compatible with federal law, so a waiver was
Included in the TOFCO work plan was a Health needed. The federal waiver was granted and the plan

Systems Task Force.This task force convened was approved on March 20, 1993 and went into effect
representatives from managed care plans, from in 1994.

the Chronic Disease Prevention Program, from The Basic Health Care Package (or covered services
the Medicaid office, and from other agencies. provided through the OHP), is determined by the
The purpose of the Health Systems Task Force Health Services Commission through a prioritized list

process that is updated every two years. This list of
health services is ranked by clinical effectiveness and
value to society. The Legislature decides how much of
The Medicaid program’ administered through the list to include in the Basic Health Care Package,
the Oregon Division of Medical Assistance and sets a state health care budget. The prioritized list
27 i . emphasizes prevention and education according to the
Programs (DMAP)*” within DHS, is known as United States Public Health Service’s Guide to Clinical
the Oregon Health Plan (see sidebar). Services Preventive Services. In general, services that help
through the Oregon Health Plan (OHP) are co- prevent iliness are nearer to the beginning of the list
ordinated through a series of monthly meetings than services that treat illness after it occurs.
with the key health plan Medical Directors,
health plan contractors, and quality assurance
managers and coordinators.

was to pursue strategies for integrating tobacco
cessation as part of routine health care.

After the OHP went into effect, a sub-committee of the Medical Directors group, Project: PREVEN-
TION! was formed to help accelerate the rate of incorporation of preventive services and to devel-
op system-wide prevention improvements for OHP members. With the emphasis on disease preven-
tion, representatives from the Health Promotion and Chronic Disease Prevention Section within
DHS played an important role on this subcommittee by providing expertise and technical support.
As the tobacco control movement grew in Oregon and TPEP was funded, more momentum and
resources to help address tobacco use within the OHP became available.

In 1998, tobacco cessation was included on the Oregon Health Plan list of prioritized services. With
the expertise of TPEP and support from the Tobacco-Free Coalition of Oregon (TOFCO) the OHP

25 http://www.oregon.gov/DHS/ph/tobacco/
26 http://www.oregon.gov/DHS/ph/
27 http://www.oregon.gov/DHS/healthplan/
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Medical Directors approved a new, comprehensive tobacco cessation benefit based on the Agency
for Health Care Policy and Research Clinical Practice Guideline.?® Through the Project: PREVEN-
TION! Subcommittee and continuing collaboration with TPEP, TOFCO, DMAP and the health plans,a
comprehensive program promoting tobacco cessation was designed, including a public awareness
campaign for providers and OHP members, and promotion of the Oregon Tobacco Quit Line.

OREGON HEALTH PLAN (OHP) SERVICES

OHP services are delivered through a mix of managed health care and fee-for-service health care.
Currently, 75-79% of OHP members receive care through OHP contracted managed care plans and

the remainder receive care through fee-for-service providers.

Under the fee-for-service program, the State
of Oregon Division of Medical Assistance
Programs (DMAP) Rules describe the eligibil-
ity, covered services, billing requirements and
limitations for tobacco cessation treatment.
To be eligible for covered services, provid-
ers must generally follow the PHS Guidelines
including a documented quit date for the
patient. Reimbursable interventions include
patient advice to quit, counseling, provision
of cessation pharmacotherapy, and telephone
counseling.

Quit Line Collaboration
TPEP sponsors the Oregon Tobacco Quit Line (OTQL)
and all callers are eligible for an initial counseling call.
Enrollment in a full telephone counseling program is
funded separately by participating health plans. The
collaboration of the OHP health plans spurred an inno-
vative approach to the purchase of quitline services.
Many of the managed health plans participating with
OHP collectively negotiated a contract with Free &
Clear, the contracted service provider for the State
of Oregon’s Quit Line, thereby reducing the unit cost
for each plan. Enrolling callers in the full Free & Clear
counseling program became a seamless process for

OHP members who call the OTQL. In this way, many
OHP members receive a comprehensive program with
a single phone call or a fax referral from their provider.

DMAP contracts with OHP managed care
plans require the provision of tobacco ces-
sation services that include education, coun-
seling, and medications. Health plans are
also responsible for ensuring that interventions delivered by participating providers incorporate
the content of the 5 A’s (Ask,Advise,Assess,Assist and Arrange) as described in the PHS Guideline.
Providers are also encouraged to refer Medicaid recipients to the Oregon Tobacco Quit Line for
services (see Quit Line Collaboration sidebar).

DMAP has rules for fee-for-service providers and contracts for managed health plans.The fee-for-
service program makes no requirement for the linking of pharmacotherapy to counseling, however,
some participating health plans make linking a requirement.

Fee-for-Service Rules

+ When brief interventions are provided during a visit for other conditions, no additional billing
is done.

« Licensed providers enrolled with DMAP can be reimbursed $10.00 for each visit when inten-
sive tobacco cessation treatment is provided.Treatments include individual, group, or telephone
counseling.

« Reimbursement can be made for up to ten (10) sessions over a three-month period per member,
including telephone counseling.

+ All FDA approved medications are covered, including combination medications. Add s to medi-
cation (medications)

« There is a $1.00 co-pay for generic NRT and $3.00 for brand name.

« No limit on the number of weeks of NRT per year

28 Fiore MC, et. al Smoking Cessation: Clinical Practice Guideline. Rockville, MD: U.S. Department of Health and Human Services , Public Health Service.
Agency for Health Care Policy and Research. April 1996.
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Managed Care Contracts

Contracts covering managed care plans include preventive services based on the Oregon Health
Services Commission (OHSC) prioritized list, and require that contractors also comply with OHP
Tobacco Cessation standards and requirements.The specific treatment identified on the priori-
tized list is for medical therapy/brief counseling not to exceed 10 follow-up visits over 3 months
and pharmacotherapy. Persons are eligible for this treatment if a documented quit date has been
established. Each health plan sets up their own program and arrangement of resources. Some ar-
range for provision of NRT through their Quit Line contracts.

Examples of Health Plan Benefits

The following are examples of the benefits offered by two bealth plans that provide services to
the Oregon Health Plan.

(1) Providence Health Plan

+ Group programs 3 times per year; telephone counseling with Free & Clear—eligible to enroll
one time per year. Individual counseling through a primary care provider (PCP).

+ Nicotine patches and bupropion (Zyban™) provided through classes. Patches provided through
Free & Clear. Varenicline (Chantix™), bupropion by prescription.

« Enrollment initiated by PCP or patient. Referral from PCP not required.
(2) CareOregon
+ Individual counseling via provider throughout Oregon.
« Eligible for 10 counseling sessions per 12 months.
+ Telephone counseling with Free & Clear. Eligible to enroll once per 12 months.

+ Nicotine gum, patches, nasal spray, inhaler, Zyban™ provided without a small co-pay and with-
out prior authorization. Prescription is needed. Eligible for two courses of treatment per year.

+ Chantix™ js covered with prior authorization (PA) and enrollment in Free & Clear.

« Reimburses providers $10.00 for providing assistance, i.e., help patient set a quit date, prescribe
medications as appropriate, refer to Oregon Tobacco Quit Line or in-house cessation program,
up to two times per 12 months.

IMPLEMENTATION: THE OREGON HEALTH PLAN (OHP) STATEWIDE TOBACCO
CESSATION PROJECT

Implementation of the new benefit and services was approached as a coordinated statewide ef-
fort by the OHP health and OHP dental plans, helping to bring multiple partners together to share
information, develop coordinated strategies and build a more integrated program.Additionally, the
regular meeting structure provided a forum to feature best practices identified by one plan that
could be readily shared with others, thereby accelerating the learning for all.

The OHP Statewide Tobacco Cessation Project work plan had three objectives:*

1. To conduct a statewide coordinated information campaign to: a) improve both provider and
member awareness of the covered benefit,b) demonstrate that the Oregon Tobacco Quit Line
can be a good resource for tobacco cessation assistance, and c¢) show that getting help with
quitting can increase success.

2. To increase the number of smokers covered by OHP who receive a level of service consistent
with the recommendations in the PHS Clinical Practice Guideline or greater.

3. To decrease smoking prevalence among pregnant women and members with diabetes, asthma,
COPD, or cardiovascular disease.

29 The information in this section is summarized from a 2005 DMAP report: An Evaluation of Statewide Quality Improvement Activities by Oregon Health
Plan Managed Care Organizations, 2003-2005
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By 2003, 80% of the health plans in Oregon had formally adopted guidelines consistent with the
US Public Health Service. Health plans were required to include tobacco cessation in their Perfor-
mance Improvement Projects, and had incorporated smoking cessation measures into their QI pro-
grams. Beginning that year, health plans focused their cessation efforts on those most at risk: OHP
members who were pregnant, had diabetes or had asthma.

Promotion

Each health plan promoted smoking cessation in ways unique to the organization and its member-
ship. Promotional mailings were sent to members with their OHP eligibility cards, in January 2004
and again in January 2008.These mailings prompted large, time-limited increases in calls to the Or-
egon Tobacco Quit Line.Although Medicaid-specific call volume data are not available for 2004, the
number of calls from OHP-enrolled tobacco users in January 2008 doubled compared to the same
month in 2007, and call volumes from OHP members remained higher than usual through March. In
January 2008, 155,000 English and 23,500 Spanish language flyers were included with the monthly
eligibility mailing and in May an additional 2,500 in Russian and 3,500 in Vietnamese were sent.

EVALUATION AND QUALITY IMPROVEMENT

Each work plan objective had a data source to track quality improvement (QI). Reports from these
data sources were reviewed at regular intervals (e.g. annually) to assess progress and to initiate qual-
ity improvement steps.

Ql Objectives:

1. To improve provider and member awareness of the benefit and the help available.This objective
is measured using three sets of data:

a. Medicaid Behavioral Risk Factors Surveillance System (BRFSS) survey
b. Oregon Tobacco Quit Line monthly reports
c. Provider survey-Physician Workforce Survey

2.To increase access to services. Baseline measures were established and health plans report their
progress towards improvement goals through an annual Milestone Report.The Milestone Report
had three parts:

a. A checklist of processes undertaken to ensure that the health plan incorporated smoking
cessation into its QI process by reporting in four key areas: policy and planning, QI, communi-
cation, and clinical delivery systems.

b. An update of tobacco cessation activities and interventions since the prior year.
c.Request for internal data for members receiving pharmacotherapy and/or counseling services.

3. To decrease smoking among OHP members who are pregnant or who have chronic disease.The
primary measure for the objective related to pregnancy is declining smoking rates among preg-
nant women based on data from Oregon birth certificates.

An additional data source, the Consumer Assessment of Health Plan Surveys (CAHPS)* is used to
evaluate patient reported increases in services.

30 http://www.cahps.ahrq.gov
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OUTCOMES

By 2001, BRESS data show that, compared to all Oregonians, more Medicaid recipients reported
being asked (78% vs. 72%) and advised (64% vs. 58%) about tobacco use, and 52% vs. 38% reported
receiving assistance to quit from their health care providers. In 2007, BRFSS data show that, while
the sample size is small, this trend persists.

In 2005-20006, there was staff turnover in DMAP leaving the program without someone who was
responsible for moving the activities along. The result was a temporary decline in the program il-
lustrated by a nearly 60% decline in calls to the Quit Line among fee-for-service members in 2006
compared to 2005. Since then, new staff have taken on program responsibilities and participation
rates as well as quality improvement activities are increasing.

In 2005, OMPRO (now Acumentra Health) completed “An Evaluation of Statewide Quality Improve-
ment Activities by Oregon Health Plan Managed Care Organizations” outlined the quality improve-
ment process for several indicators, including smoking cessation.?! The overall recommendations
called for increasing the quality and consistency of the data collected and analyzed. DMAP has re-
cently transitioned its data system to the Medicaid Management Information System (MMIS) which
will help improve quality assurance data. DMAP is in the process of planning additional analysis
coordinated inernally among their research and pharmacy groups and with TPEP on the use of Quit
Line data.

INTEGRATION

By 2008, the Tobacco Cessation Program was fully integrated into the OHP and no longer targeted in
health plan performance improvement projects. Tobacco cessation is now a routine part of primary
care, pregnancy care, and chronic disease management and representatives from DMAP are full
partners in tobacco related conferences and state initiatives. Collaboration between DMAP and the
TPEP program continues, especially in conjunction with the Memorandum of Agreement (MOA) for
Free & Clear services.The ongoing collaboration and data sharing continues to prompt new qual-
ity improvement decisions. For example, a recent decision was made to eliminate an unnecessary
barrier for OHP fee-for-service members seeking help through the OTQL.The original rules required
that members get their medications through their primary care providers.A waiver was requested
from the Centers for Medicaid and Medicare (CMS) to enable these members to get their medica-
tions through the OTQL in the same way that managed care members receive their medications.
Implementation of this service improvement is expected in 2009.To further reduce barriers, there
is also a plan to use a fax referral process to streamline access to NRT by fee-for-service members.
In this system, health care providers would be able to write a prescription for NRT, fax to the OTQL,
and have the prescription filled without requiring quitline counseling.

Additional integration steps are the inclusion of promotion and referral to the OTQL in the contract
that provides Medicaid fee-for-service clients access to 24/7 Nurse Advice & Triage Telephone Ser-
vices. Fee-for-service clients enrolled in the Disease and Medical Care Management program receive
assessment, education and referral on tobacco cessation and the OTQL. Tobacco cessation is one of
the clinical outcomes for disease management clients.

Finally, the TPEP and DHS leadership are also working closely together to determine how to inte-
grate tobacco cessation in all DHS services, e.g.: the food stamp program. And, integration of to-
bacco cessation is being explored as part of the behavioral health and physical health integration
efforts.

31 http://www.oregon.gov/DHS/healthplan/data_pubs/reports/qi0305.pdf.
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LESSONS LEARNED

« Partnerships between state tobacco prevention programs and Medicaid can yield significant and
lasting reductions in tobacco prevalence among the Medicaid population, which bears a dispro-
portionate burden of tobacco dependence.

 As well as ensuring fulfillment of expectations for both parties, having the cessation-related
financial relationship between the state tobacco prevention program and state Medicaid admin-
istration codified in a memorandum of agreement helps to ensure continuity of the relationship
despite inevitable staff turnover.

CONTRIBUTORS:

Susan Good, RN

Disease Management/Prevention Coordinator
Division of Medical Assistance Programs
Oregon Department of Human Services

Laura Saddler, MPH, CHES
Self-Management Programs Manager
Health Promotion & Chronic Disease Prevention

Oregon Public Health Division
Oregon Department of Human Services

Sarah Bartelman, MPH

Quit Line Liaison Health Promotion & Chronic Disease Prevention
Oregon Public Health Division

Oregon Department of Human Services
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UTAH
TOBACCO PREVENTION AND CONTROL PROGRAM
AND MEDICAID PARTNERSHIP

PARTNERSHIP DEVELOPMENT

Utah’s Tobacco Prevention and Control Program (TPCP)** and Utah’s Medicaid Program?® are both
housed within the Utah Department of Health (UDOH).>* The partnership between the Medicaid
program, in the Division of Health Care Financing (DHCF), and the TPCP, in the Division of Commu-
nity and Family Health Services, began in 2000 through a directive from the executive director of
the UDOH. The executive director encouraged the DHCF and the TPCP to collaborate on a program
to reduce smoking among pregnant women and to simultaneously help recoup some of the fund-
ing spent on Medicaid recipients due to their tobacco use. By proposing to use some of TPCP’s
Master Settlement Agreement (MSA) funds to support this Medicaid-based project, Utah was able to
draw down additional federal Medicaid matching funds that, in turn, help increase the impact of
their program.To make this happen, the TPCP contracts with the Medicaid program to implement a
tobacco cessation education program for pregnant women covered under Medicaid. The combined
TPCP MSA funding and state Medicaid and federal matching dollars support the program.The suc-
cess of this initial program led to an expansion of services in 2003, adding cessation medications
and Utah Tobacco Quit Line services for all Medicaid clients.

MEDICAID SERVICES

The goal of the cessation program and medication benefit is to reduce tobacco use among the
Medicaid population, and specifically among Medicaid eligible pregnant women.To help accomplish
this, two contracts were developed between the TPCP and DHCE

Contract 1:The TPCP initiated the first contract with DHCF to reimburse Medicaid for the state
portion of the Medicaid Health Program Representative’s (HPRs) FTE. The HPR are responsible for
proactively contacting newly enrolled or identified Medicaid pregnant women who report using
tobacco. Each time a Medicaid eligible woman reports a pregnancy, a Division of Workforce Ser-
vices eligibility worker asks if she has used tobacco in the last 30 days. The HPR then provide these
women with information about available cessation services including the Utah Tobacco Quit Line
and local health department programs. The HPR also collect and enter tobacco-related data into
the Medicaid Managed Care Systems (MMCS) encounter database. Outreach staff follow-up with
smoking pregnant clients every six weeks during the pregnancy and again after delivery. All of the
Medicaid managed health plans have also established programs to identify new members who use
tobacco and refer smokers to cessation programs.

Under the terms of this contract, TPCP reimburses the state portion of the cost of cessation medica-
tions for pregnant women (and other Medicaid clients), as determined by their health care pro-
vider. The Medicaid tobacco cessation pharmaceutical benefit covers all FDA approved cessation
medications for Traditional Medicaid clients, including pregnant women. Some medications such

as Zyban™/bupropion and Chantix™ are covered for Non-Traditional and Primary Care Network
clients. The Medicaid pharmacy benefit is carved out of managed care contracts and is structured as
a direct fee-for-service point of sale.

As part of the initial program development process for this contract, DHCF queried all 12 of Utah’s
local health departments about participating as a provider of cessation services for Medicaid eligible
pregnant women. If interested, providers were asked to complete a form establishing them as a
Medicaid provider. The agencies already enrolled as providers of Medicaid services and community

32 http://www.tobaccofreeutah.org/
33 http://health.utah.gov/medicaid/
34 http://hlunix.ex.state.ut.us/
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health centers were exempted from this request. Following the query, three smoking cessation pro-
grams located at the Salt Lake Valley Health Department, the Southwest Utah District Health Depart-
ment and the Tooele County Health Department, were approved and began delivering services in
2001. Self-help guides coupled with telephone follow-up were provided for women lacking access
to one of the local programs. Eligible programs were required to provide specific services including:

» Information about the effects of smoking on the mother and the fetus/infant and the benefits of
quitting.

» Focus on changes in lifestyle, social issues, emotional issues such as guilt regarding smoking, and
post-cessation weight gain.

« Collaboration with the woman’s primary care provider.

+ Referral of women with additional substance abuse issues to appropriate mental health or sub-
stance abuse treatment providers.

 Process to continue to support and encourage women to remain smoke-free.

- Strategies to prevent relapse after delivery.

- In the event that a woman was unable to quit smoking on her own or with behavioral treat-
ments alone, discussion of medications such as nicotine replacement therapy (NRT) and bupro-
pion. Only after the potential risks/benefits associated with pharmacotherapies were discussed
could medications be approved and ordered by a physician.

Optional follow-up home visits and telephone contact were also offered through a newly created
Medicaid home visitation program.

Following 2001, provider and service delivery expanded to incorporate all 12 of the district health
departments throughout the state including many of the rural local health department sites.

Contract 2: The second contract was initiated by the Medicaid program with TPCP. The contract:

1) funds services for all Medicaid recipients through the Utah Tobacco Quit Line, and 2) helps

fund marketing campaigns to increase quitline service utilization. The TPCP contracts with Free &
Clear Inc. for quitline services. Medicaid clients who call the quitline are eligible, at no cost, for the
multiple-call intensive coaching program and up to eight weeks of nicotine replacement therapy
(patch or gum), when not contraindicated. Free & Clear Inc. identifies Medicaid callers on a monthly
invoice to the TPCP, which is forwarded the DHCE The federal match portion of the cost for ser-
vices for these callers is then reimbursed by the Medicaid program.

Federal Matching

The Utah Medicaid program has been able to leverage additional federal matching funds on both
professional rates and service rates through their contracts with TPCP. Funds for the Medicaid pro-
fessional staff supported through the TPCP contract are eligible for the higher professional match
rate (25% state/75% federal), and other staff at a 50/50 match. Individual classes, materials and phar-
maceuticals are eligible for the current federal services match (22.36% state/77.67% federal).

The Medicaid program also helps support a percent of the cost of TPCP marketing campaigns based
on the proportion of the Medicaid population reached by the campaigns. In addition, the tobacco
cessation services provided to Medicaid clients through the Utah Tobacco Quit Line also draw down
a federal match.

ROLE OF TOBACCO CONTROL

The TPCP provided leadership in designing the Medicaid-based cessation program by contributing
cessation expertise and providing information and data to help guide the overall development. The
TPCP provided much of the initial training and continues to provide training to Medicaid staff as
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needed and contributes to the evaluation process. Medicaid and TPCP staff members meet monthly
and continue to collaborate on the program.

IMPLEMENTATION AND PROMOTION

Approximately 80% of Medicaid cessation services in Utah are provided through managed care
health plans.The remaining 20% are provided through fee-for-service providers, primarily in rural
areas of the state. Implementation of the cessation benefit resulted from multiple outreach efforts.

Promotional materials were developed by the Medicaid program and disseminated to their contract-
ing health plans and provider networks.The Medicaid program drafted articles for various publica-
tions, such as the Medicaid Information Bulletin (MIB), and sent information letters to local health
departments.To ensure high quality promotional materials, Medicaid staff coordinated with TCPC’s
The TRUTH marketing campaign. In 2007, Medicaid informed clients who resided in areas with high
tobacco use rates about its tobacco cessation benefits. High risk areas were identified through the
Behavioral Risk Factor Surveillance System (BRFSS) Small Area Data Report.

Training

Staff at the local health departments provide a 5 A’s and fax referral training program for healthcare
providers using TPCP-developed TRUTH Network materials. Included in the outreach is informa-
tion about the tobacco cessation resources available to Medicaid recipients and a tool for providers
called the “Tobacco Cessation Benefits for Medicaid and Primary Care Network Patients” matrix.
This matrix lists the categories of the Utah Medicaid program (i.e.Traditional, Non-Traditional and
Primary Care Network) and which tobacco cessation medications are covered for each category.*

In order to help inform providers, programs and agencies of new services or changes to existing
programs or services, the Medicaid staff, funded through TPCP, provide ongoing training, technical
assistance and support. This technical assistance is provided during site visits, teleconferences or
through the use of state or locally operated websites. Medicaid also supports annual statewide on-
site training for all providers that includes information about the tobacco cessation program.

EVALUATION AND QUALITY IMPROVEMENT

The TPCP and Medicaid collaborate on evaluation of the program and quality improvement. In the
beginning of the partnership, the Medicaid Health Program Representatives (HPR) used a paper
system to track and follow-up with Medicaid clients. TPCP and Medicaid staff worked together to
develop a database to improve tracking of the expanded outreach efforts for pregnant women. The
new system has the following components:

+ All data are entered electronically at the time of service, eliminating the need for paper records
and additional data entry staff.

+ Use of the electronic system to provide automatic reminders for the HPRs to ask pregnant
women about tobacco use and the timing of follow-ups.

« Scripts patterned after the Public Health Service’s Clinical Practice Guideline on Treating To-
bacco use and Dependence. For example, in addition to collecting data, the follow-up calls
now incorporate motivational interview wording based on the “5 A’s” (Ask,Assess,Advise,Assist,
Arrange) to encourage tobacco cessation.

« Reports generated at regular intervals and sent to Medicaid administrators and TPCP.

The TPCP and Medicaid intend to increase utilization of the prenatal and postnatal counseling ben-
efit and the smoking cessation pharmacy benefit. At the end of each fiscal year, TPCP and Medicaid
staff review counseling and medication claims data and set new quality improvement goals for

35 http://www.tobaccofreeutah.org/medpcnbenefits.pdf pregnant Medicaid eligible women who reported using tobacco.
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the next year. These goals, along with specific activities to achieve the goals, are included in the
Medicaid work plan that is shared with everyone involved in the Medicaid/TPCP partnership.

The Utah health plans that provide Medicaid services, Molina Select Access and Healthy U, track cli-
ent success in tobacco cessation programs through their quality improvement committees.

Evaluation

Multiple data sources and monthly reports provide evaluation and quality improvement data for the
Utah program:

Behavioral Risk Factor Surveillance System (BRFSS)

From 1997 to 2000, Utah tracked smoking rates among Medicaid recipients through the BREFSS.
The combined rate for 1997 to 2000 was 31.5%. From 2001 to 2007, healthcare-related ques-
tions were asked on a separate Utah household survey (Utah Healthcare Access Survey - UHAS)
that did not measure current smoking.As a result, smoking rates for Medicaid recipients are not
available for those years. In 2008, Utah conducted a pilot study that combined BRFSS questions
and questions from UHAS.This study found a smoking prevalence for Medicaid clients of 23.9%.
Starting in 2009, Medicaid smoking prevalence will be tracked annually through the combined
BRFSS/UHAS.

Birth Certificate Data

Birth certificate data are used to populate a Targeted Case Management (TCM) report used by
local health department staff who conduct targeted case management visits to the homes of
Medicaid newborns. Utah birth certificate data are available through the UDOH’s online Indica-
tor Based Information System for Public Health (IBIS-PH).3¢

Utah Tobacco Quit Line Medicaid Invoice

Monthly report used to track the number of Medicaid clients who used the Quit Line. It is also
used to verify eligibility for the service and ensure that Medicaid reimbursement is only paid for
eligible clients. Approximately 70 Medicaid eligible clients use the Quit Line for cessation help
each month, with a spike of over 100 Medicaid clients calling the Quit Line during the month of
January 20009.

Medicaid Pregnant Women Survey Reports (from MMCS)

Monthly report that is used to direct improvements, gauge efforts and track trends over time.
The report includes: the number of Medicaid eligible women reporting pregnancy, the number
of Medicaid eligible pregnant women who took a tobacco use survey or refused the survey, the
number of Medicaid eligible pregnant women who are reporting tobacco use, and survey totals
listed for each participating agency.

Medicaid Pregnant Women Contact Summary (from MMCS)

Monthly report that shows the contacts that the Health Program Representatives (HPRs) make
with the Medicaid eligible pregnant women that have been identified as using tobacco through
the tobacco use survey. The Medicaid Pregnant Women Contact Summary Report includes the
number of smokers, the number of smokers that want to quit, the number of smokers who have
set a quit date, the number of smokers who have reduced their tobacco use or quit, the number
of follow-ups the pregnant women have received, and the number of cessation services referred
to and used. This report is reviewed monthly to track the assistance that Medicaid eligible preg-
nant women receive and quit/reduction rates.

The Data Warehouse

Medicaid database that serves as a “gatekeeper” to access multiple databases that assist in deter-
mining program utilization such as the number of pregnant women receiving prenatal counsel-
ing and tobacco cessation prescription claims.

6 http://ibis.health.utah.gov/query/selection/birth/BirthSelection.html. Note:The rate declined from 15.5% in 2002 to 13.7% in 2007; data limitation: the
target population (pregnant women on Medicaid) changes from year to year; data are subject to recall bias.
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New Developments

A recent quality improvement development is the ability to access and combine data from mul-
tiple Medicaid data sources. Over the past several months, Medicaid has worked with IT staff to
define, design, and implement new reports based on data from MMIS, MMCS, the Data Warehouse,
Vital Records and others.The result is a single, condensed report, rather than multiple reports

that need to be combined, with fewer errors.An example of an improved report is a standardized
“Medicaid Tobacco Cessation Medication Report” under development.This report will show total
monthly pharmacy claims data for bupropion (Zyban™), varenicline (Chantix™), and nicotine
replacement therapies (NRTs) used both by Medicaid pregnant and non-pregnant recipients. The
Tobacco Cessation Medication Report is generated by MMCS, but the claims data is pulled from the
Data Warehouse.

New promotional strategies include mailing a Utah Tobacco Quit Line/Utah QuitNet flyer with the
April 2009 Medicaid eligibility cards®” and including referrals to quitting services on Child Health
Evaluation and Care letters sent to the parents of children on Medicaid. Although it is too soon to
evaluate outcomes, the April 2009 Quit Line monthly report shows an increase in calls from Medic-
aid clients, with 18% reporting that they called because of a brochure/flier.

LESSONS LEARNED
« Time, management support, and patience are necessary components of this collaboration.

« Good communication and shared data between Medicaid, TPCP, Finance, and management staff
is critical; the rewards and benefits are many. Services are made available to high-risk popula-
tions, systems change is enabled, new partnerships are established between State agencies, local
health departments are able to expand their services, use of state tobacco funds is maximized,
and perhaps most importantly, there is great potential for lowering tobacco use rates, saving
lives, and reducing Medicaid and other State funds spent on low birth weight infants.

« Underutilization of services is a continuing challenge, which speaks directly to the need for an
ongoing targeted marketing campaign.

CONTRIBUTORS

Marci Nelson

Health Program Specialist

Tobacco Prevention and Control Program
Utah Department of Health

Phone: (801) 538-7002
marcinelson@utah.gov

Russ Labrum

Health Program Manager
Division of Healthcare Financing
Utah Department of Health
Phone: (801) 538-6206
russlabrum@utah.gov

37 “Do You Want to Quit?” available at http://www.tcln.org./ tcln/cessation/medicare
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WISCONSIN
TOBACCO PREVENTION AND CONTROL PROGRAM & MEDICAID PARTNERSHIP

PARTNERSHIP DEVELOPMENT

Wisconsin was one of the 17 states that participated in the American Stop Smoking Intervention
Study (ASSIST) from 1991-1999.3® The current Wisconsin Tobacco Prevention and Control Program
(WTPCP)* was funded in 2000 and, in turn, contracted with the University of Wisconsin Center for
Tobacco Research and Intervention (UW-CTRD* to lead Wisconsin’s tobacco cessation initiatives.

Both the Quit Line and UW-CTRI Outreach pro-

grams are funded by the WTPCP.The Medicaid University of Wisconsin, Center for Tobacco
program first approved a stop smoking benefit RO G e
1n.1996, during the time o.f the ASSIST funding. UW-CTRI was founded in 1992 and has be-
With the subsequent funding of the WTPCP and come a national leader on taking results from
UW-CTRI, new expertise was added and new op- tobacco research and applying it to improve
portunities for partnerships between the WTPCP, tobacco treatment provided by healthcare
through UW-CTRI, and the Medicaid program providers to patients who want to quit smok-
ing. UW-CTRI provides training and technical
were created. : : O
assistance to thousands of Wisconsin clinicians
An early step by UW-CTRI was to engage the through its outreach program and the Wis-
Medicaid program in reviewing the tobacco cessa- | celEREIEEEER IR R ERIIE R ER oL

almost 150,000 tobacco users since 2001.

tion benefit. At that time, the benefit required that
recipients be enrolled in tobacco cessation coun-
seling in order to be eligible for their pharmacy
benefit. By then, the best practice of “unbundling” pharmacy counseling and pharmacy benefits had
emerged.Through their early collaboration, this barrier was eliminated and further opportunities for
partnership were developed.

MEDICAID SERVICES

The Wisconsin Medicaid benefit covers all FDA approved stop smoking prescription medications
and office visits for the purpose of tobacco dependence treatment. Over-the-counter nicotine re-
placement therapy (NRT), with the exception of the nicotine lozenge, is also covered, but requires
a prescription.

Approximately 70% of Wisconsin Medicaid recipients are enrolled in managed care plans.The man-
aged health plans are responsible for administering the benefit for their Medicaid members.The
remaining recipients live in rural areas not served by managed care plans and receive their health
care through Medicaid’s fee-for-service coverage.

The WTPCP has a goal of increasing utilization of the Medicaid tobacco dependence treatment from
less than 2% to 3% by 2014.To help increase utilization, UW-CTRI’s Cessation Outreach Program
disseminates Medicaid benefit information to providers throughout the state. In 2006, UW-CTRI
also launched a communications campaign,“You Can Afford to Quit” to inform Medicaid providers
and recipients about what their benefits are, how they can be accessed, how it should be coded and
billed for reimbursement (See next page).

38The American Stop Smoking Intervention Study was a six year effort to reduce the smoking rate in 17 U.S. states. ASSIST was funded with approximately
$114 million from the early to mid 1990’s by the American Cancer Society and the National Cancer Institute.The goal of the project was to alter the social,
cultural, environmental, and economic factors that promote smoking through four policy strategies: promoting smoke-free environments, countering tobacco
advertising and promotion, limiting youth’s access to tobacco products; and raising excise taxes to increase the price of tobacco products.

39 http://www.dhs.wisconsin.gov/tobacco/

40 http://www.ctri.wisc.edu/
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ROLE OF TOBACCO CONTROL

The WTPCP, through UW-CTRI, provides state leadership in tobacco cessation for the Medicaid
program and other medical and health systems and organizations. The goals for increasing Med-
icaid benefit utilization and the outreach to Medicaid recipients have been designed and initiated
by UW-CTRI in collaboration with the Medicaid program and WTPCP. When UW-CTRI was funded
to provide tobacco cessation leadership, representatives initiated contact with the Medicaid pro-
gram to provide information and to offering resources to help make the job of providing tobacco
dependence treatment to the Medicaid population easier. The Medicaid program responded to the
availability of these new resources and has been an active collaborator on several initiatives. In the
recent “You Can Afford to Quit” campaign, UW-CTRI and the Medicaid program collaborated on
message development and testing, development and approval of fact sheets and other information
on the benefit, and facilitating dissemination through multiple UW-CTRI and Medicaid channels (see
next page). The Medicaid program also helped fund the campaign by printing large quantities of
promotional materials.

Discussions are underway with Medicaid regarding a potential pay for performance plan, ways to
increase consumer demand for cessation services, and ways to collaborate more closely to coordi-
nate tobacco dependence treatment, in particular Quit Line services. In addition there is an effort
at increasing federal match for cessation medications and services. While some momentum was lost
during the 2008 redesign of the Medicaid program, the collaboration is now regaining momentum.
During the recent Medicaid program redesign, UW-CTRI continued to provide expertise, helping to
sustain the focus on tobacco, and has subsequently reinitiated the collaboration as the changes were
completed. An example of this is Medicaid creating a Tobacco Cessation Work Group, with UW-
CTRI as well as WTPCP representation.

IMPLEMENTATION AND PROMOTION “CESSATION OUTREACH PROGRAM”

Much of the implementation of the partnership between
UW-CTRI and the Medicaid program happens through UW-CTRI’s. FECEERE proactively links
The purpose of the outreach program is to increase the rate clini- smokers ready to quit with the
cians provide evidence-based cessation treatment. Six UW-CTRI trained coaches at the Wiscon-
Regional Outreach Specialists, based in five Wisconsin regions, sin Tobacco Quit Line via a fax
provide training and technical assistance on interventions and S
system changes necessary to ensure routine tobacco dependence see: hitp://www.ctri.wisc.edu/
o ) . HC.Providers/healthcare_QL
treatment at clinic visits. Through academic detailing and other Fax2Quit.htm.
methods, the Outreach Specialists serve clinics, hospitals, health
systems, insurers and purchasers by disseminating evidence-
based treatment recommendations and include information about
Medicaid benefits and access. The Outreach Program also links clinicians, organizations and their
communities to the Wisconsin Tobacco Quit Line (WTQL), via the “Fax to Quit” program.

referral. For more information

Benefit Promotion

A media campaign “You Can Afford to Quit”#' was launched in 2006.The campaign was developed
to address the following issues:

+ Adult smoking among Medicaid recipients is 50% higher than the adult population as a whole.
» Few Medicaid recipients use the benefit (less than 2% in 2001).
« Medicaid recipients are often not aware of treatments and coverage available to them.

« Wisconsin provides a comprehensive benefit and outreach to providers, but many clinicians and
even large health plans are unclear about benefits.

41 http://www.ctri.wisc.edu/HC.Providers/healthcare medicaid.htm
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The goals of the campaign were to:

+ Increase awareness and dispel myths among selected healthcare providers, healthcare person-
nel and professional health organizations/associations about Medicaid coverage

« Increase consumer demand and increase use of treatment by Medicaid enrollees.

+ Develop a more productive relationship with Wisconsin Medicaid and contracted HMO'’s.

“You Can Afford to Quit” Campaign

Development: Gathered information, identified target audiences, interviewed key informants, collaborated on
messages and materials development. Settled on message: You Can Afford to Quit: Medicaid Covers It.

Message testing: Tested messages and approach with stakeholders, insurers, clinicians, administrative staff,
Medicaid recipients, Spanish speakers.

Materials development
 In Briefs: Individual, targeted pieces for healthcare providers, pharmacists, mental health and substance
abuse counselors and staff (purpose: to dispel myths, provide factual information).
» Laminated reminder sheet for healthcare providers.
» PowerPoint slides (sets for primary and mental health/substance abuse counselors).
+ Articles for newsletters.
» Brochures and posters in English and Spanish.

Distribution via: UW-CTRI Outreach Specialists, teleconferences, training events, conferences, ongoing local
training and technical assistance, dissemination through health plans and insurers, to tobacco control partners
and coalitions, through professional organizations, and through Medicaid enroliment specialists.

EVALUATION AND QUALITY IMPROVEMENT

The “You Can Afford to Quit” campaign is now being formally evaluated. Measures include Medicaid
claims data, calls to the Wisconsin Tobacco Quit Line, and distribution of materials through health
plans and other partners.

Preliminary results show that:

» Pharmacy claims for smoking cessation medications increased both for health plan and fee-
for-service enrollees during the campaign with significantly greater claims among health plan
enrollees (the target of the campaign).

+ Quitli ne counseling for Medicaid enrollees increased by 33%.
+ Overall tobacco dependence treatment benefit use among enrollees doubled (from 2% to 4%).

UW-CTRI continually monitors progress toward its goal of increasing the number of callers to the
Wisconsin Tobacco Quit Line. Although there is limited funding for paid, targeted, advertising, this
always boosts the percentage of Medicaid callers.

Key measures:

+ Reach of quitline promotion
In 2007, more Wisconsin residents reported that they had heard of the QuitLine (53%)
compared to 2005 (40%).

+ Provider assistance (BRFSS 2005)
Did your provider discuss quitting methods? - 27.75%
Did your provider discuss use of medications? - 39%
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+ Rate of serious quit attempts by smokers (BRFSS 2007)
The rate of quit attempts increased from 49.34% (2003) to 58% (2007) while the national
rate stayed at less than 50%.

+ Clinician referrals to quit line (WTQL data)
Clinicians referrals nearly doubled from 2002 (1086) to 2007 (1902). About 20% of callers
are referred by clinicians.

« Utilization of WTQL by populations with tobacco related disparities
In 2007, 15.5% of callers to the WTQL were Medicaid recipients.At the same time they were
11.9% of the population.
Another important source of quality improvement data comes from the Regional Outreach Special-
ists themselves.As the information campaign rolled out, the Specialists were faced with a series of
questions raised by patients and providers who encountered a variety of misinformation from the
health plans, from pharmacists filling or denying prescriptions.There were also issues related to
some providers who provided incorrect advice to their patients. By forwarding these questions to
UW-CTRI, to the Medicaid office, and to the respective health plans, the quality of the information
was improved and better access to the benefits was possible.

LESSONS LEARNED
« Top down and bottom up strategies together create synergy

« Stay focused on mission, goals and achieving outcomes while building and nurturing
relationships

« The ability to seek, act quickly and build on opportunities is important, especially as policy
change occurs

« Champions (or early adopters of change) are invaluable in getting things started, but systems
change is necessary in order to achieve sustainability

« Training is continual (e.g.: turn-over) although training needs change over time. Academic
detailing needs to involve the entire healthcare team (including medical assistants, administra-
tors, quality improvement professionals, etc.) to develop solutions that work in each unique
setting/system

CONTRIBUTORS

Lezli Redmond, MPH
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University of Wisconsin Medical School Center for Tobacco Research and Intervention

Vicki Stauffer, BA

Section Chief

Wisconsin Tobacco Prevention and Control Program
Bureau of Community Health

Division of Public Health

Bruce Christiansen, PhD
Lead Researcher
University of Wisconsin Medical School Center for Tobacco Research and Intervention
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RESOURCES

MEDICAID RESOURCES

MMWR State Medicaid Coverage for Tobacco-Dependence Treatments—United States, 2006 Available at: http://www.cdc.
ov/mmwr/preview/mmwrhtml/mm5705a2.htm

State Tobacco Cessation Coverage Database. The database contains information on Medicaid coverage, state employee
health plan coverage, insurance mandates for cessation, quitlines, and ALA programs for each state. These data in-
clude details of coverage, like barriers to accessing treatment, as well as the sources for each data point. Available at:

http://lungusa2.org/cessation2/.

Guide to Community Preventive Services: Tobacco Use Prevention and Control. Contains the U.S. Preventive Services Task
Force (USPSTF) recommendations on the use of screening, counseling, and other preventive services that are typi-
cally delivered in primary care settings.The USPSTE an independent panel of experts supported by the Agency for
Healthcare Research and Quality (AHRQ), makes recommendations based on systematic reviews of the evidence
related to the benefits and potential harms of clinical preventive services.Available at: http://www.thecommuni-

tyguide.org/tobacco/index.html

Helping Smokers Quit: State Cessation Coverage (2008).A State Policy Trend Report from the American Lung Associa-
tion. Available at: http: .

State Medicaid Coverage of Tobacco Cessation Services for Pregnant Women Factsheet (March 20, 2008). A fact sheet from
the Campaign for Tobacco-Free Kids.Available at: http://www.tobaccofreekids.org/research/factsheets/pdf/0289.
pdf.

NAQC’s 2006 Medicaid Information Survey (March 2007).The NAQC 2006 Medicaid Information Survey was fielded in
September of 2006, to document the scope of efforts undertaken by U.S. quitline administrators with state Medicaid

agencies.Available at: http://smokingcessationleadership.ucsf.edu/Downloads/FS2006Medicaid.pdf

Working with Medicaid: What Quitlines Have Learned (2007). Background materials and information assembled by
the North American Quitline Consortium for the conference call series held in 2007,“Establishing Best Practices
for Quitline Operations: Back to Basics”. Available at: http://www.tcln.org/cessation/pdfs/NAQC WhatQuit-
linesLearned-2007.pdf

Saving Lives, Saving Money II: Tobacco-Free States Spend Less on Medicaid (2007). A report from the American Legacy
Foundation shows the pos1t1ve 1mpact effective smoking Cessatlon programs can have on state Medicaid expendi-
tures. Available at: http:

Promoting Medicaid Benefits (January 2007). Summary of the TCLN roundtable discussion:Available at: http://www.
virtualsql.com/abcgxyz/dev/TCLN/resources/pdfs/Promoting Medicaid Benefits.pdf

Toolkit: Invest In A Healthy State: Covering Tobacco Cessation Services Under Medicaid. The Center for Tobacco Cessation,
in partnership with the National Partnership to Help Pregnant Smokers Quit, has developed a Medicaid and smok-

ing cessation information packet.Available at: http://www.tcln.org/cessation/pdfs/CTCMedicaid Toolkit.pdf.

Sample Purchasing Specifications Related to Tobacco-Use Prevalence and Cessation (October 2002). Prepared by the
George Washington University Center for Health Services Research and Policy in conjunction with officials from the

Centers for Disease Control and Prevention. Available at: http://www.gwumc.edu/sphhs/departments/healthpolicy/
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Benefit charts and fact sheets

New York fact sheet,“Medicaid Coverage For Stop Smoking Medications - Health Provider”. Available at: http://
www.nysmokefree.com/newweb/FactSheets/MEDICAID%20Provider%20ENG. pdf
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New York fact sheet,“Medicaid Coverage For Stop Smoking Medications - Recipient”.Available at: http://www.
nysmokefree.com/newweb/FactSheets/MEDICAID%20Recipient%20ENG.pdf

New York NYS Medicaid Smoking Cessation Coverage Highlights available at: http://www.nysmokefree.com/new-
web/PageView.aspx?p=5510

Utah benefit matrix: “Tobacco Cessation Benefits for Medicaid and Primary Care Network Patients” matrix. Available
at: http://www.tobaccofreeutah.org/medpcnbenefits.pdf

Wisconsin Medicaid Fact Sheet:“Tobacco Cessation Products and Services Covered Under BadgerCare Plus and

‘Wisconsin Medicaid.” Available at: http://www.ctri.wisc.edu/News.Center/Fact%20Sheets/Updated%20ROS%20
Handouts/Badgercare.plus.update.pdf

Wisconsin Medicaid Fact Sheet:“Wisconsin Medicaid, BadgerCare & SeniorCare Cover Treatments to Quit Tobacco”.

Available at: http://www.ctri.wisc.edu/News.Center/Fact%20Sheets/Updated%20ROS%20Handouts/3.Medicaid%20
Facts.pdf

Wisconsin. UW-CTRI’s webpage, Medicaid Covers Quit-Smoking Treatment, contains fact sheets and other materials
to promote Medicaid coverage for tobacco treatments and to assist Wisconsin providers help qualifying beneficia-

ries to quit.Available at: http://www.ctri.wisc.edu/HC.Providers/healthcare medicaid.htm

Medicaid promotion

Oklahoma, “Help is Here” campaign.A promotional brochure for patients is available at: http://www.ohca.state.
ok.us/publications/pdflib/SFLENG%E2%80%93NOSMOK. pdf

Oregon’s,“Help is Here” campaign.A promotional brochure for patients. Brochures are available in English, Spanish,
Russian and Vietnamese. Available at: http://www.tcln.org/cessation/medicare.html
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about quitline services available in all 50 states, the District of Columbia, Canada, and Mexico.

ClearWay MinnesotaSM: http://www.clearwaymn.org/
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